MISSOURl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA

Regmrp
DO NOT WRITE
ON THIS STUB AMENDED

STATE FILE NUMBER

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before

a. COUNTY (;;Iwhe ) ., smrmwa COUNTY Q}wemle admission)

b. CITY {If outside corporate [imits, give TOWNSHIP only) Length of stay in 1b e. CITY Inside Limiry

OR « . OR

TOWN &MVW‘QX/@ TOWN . M e’a’d’ Yes q’ No [}
c. FULL NAME OF {1f NOY in howpitel, give location) Ingide Limits d. STREE] (1# cutside, give iocation) Reside on Farm

HOSPITAL ADDRESS

INSTITUTION. Bunge-Pnoteatant Hook @ o Seniife .Ho#}e& Yo O Nepy

. NAME OF DECEASED First Middle Last ' 4. DATE Month Day

{Type or print) S el H, Went DEATH Ml.c/h 1S 3

3

4 o 5 SEX 6. COLOR-OR RACE 7. warried () Never Married [J |8. DATE OF BIRTH' | 9. AGE {last birthday). g IF UNDER 1 YEAR IF UNDER 24 HR
. Widowed [, Divarced [ T Months.| Days Hour:T_ Min,

5 ) 2

]

7

Vv5.300
Rev. 4/59

_'e34m |
28297,

DATE AMENDED

10a. USUAL OCCUPATION {Give kind.of wark done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

uti WO fa, atired)
Bl RGeS R«Ja&ei,; Co MAanouii U.S.G.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF “_USBAND OR WIFE
. . o _ . N . .
bitlian C. West hatwy- Eizabeth Grifiin
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14— eACIAT SEAIBITY Ry 17. INFORMANT
(Yes, no, or unknpwn)l {If yes, give war or dates of serv

7
-
RO ¥

10

4
INTERVAL BETWEEN

18. CAUSE QF DEATH (Entar only one causa per ling -
- PART |. DEATH WAS CAUSED BY; Og DEATH
IMMEDIATE CAUSE (o)
rd

Conditions, if any, DUE TO (b)
which gave rise to
sbove cause (a),
stating the under- .
lying couse lest. DUE TQ {c}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the terminal PART 1), 1§ decessed was  female was
: diseass condition given in PART 1 {a) there & pregnancy in last 90 days..

- = ' rD Y.;LD,No I O Unknown -

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, [Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED?. a o S n
YES [T NOdY) )
5. TIME OF  Houl  Month, Day, Year | -
17 JNJURY am. - e
s pm. .
20d.. INJURY OCCURRED “20e, PLACE OF INJURY {(e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
“ 4 WHILE AT WORK [] farm, h:lnry, street, office bidg., etc,)

NOT WHILE AT WORK ] I A
; (0 h‘. M_M [bes nd last nwm;alive-nn] l:: Ec’- QE

21. 1 aftended the deceassd from [P l.l, 55 G A=
: hd m on the date stated zhove, and to the best of my knowledge, from the ceuses stated.

11

12/_0
13

DOCUMENT

INSTEAD QF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

{Dogree or Tta) - DRESS Zac, DATE SIGNED

320 {3

23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY X FION (City, todn, or county) (State)

: 4 3—19-1963 Greentaun Cemeteny LA, mn/.moww
T24\PUNERAL DIRECTOR C] (1 Wﬂm 25. DATE RECD. BY LOCAL :§G. 26, TRAR'S atcmgn
Chapel of the Qzanka Mo 3- 2l -6 % -

{Licansed Embaimer‘s Statement on E'nvnrn Side}

SHOULD READ

TYPEWRITER RIBBON

8Y AFFIDAVIT OF

ITEM NO,




£

STATEMENT BY LICENSED EMBALMER

. | hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

working under my personal supervision.

Student.

Signature of Student Embeaimer

Licensed Embalmer No 5 (‘ Szj

] P. O. Address

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ('Failufe to comply
with ‘the above constitutes grounds for revocation of license). B '
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not e‘mbaimed, fact should be so stated above.
. Ve o CI . AT

4.

N




